scattered in both the lungs size 4.2* 3.7 cm 3 cyst in right lung and 6 cyst in the left lung, most of them containing crumpled membranes suggestive of pulmonary hydatid cyst and 2 present in liver which measures 6*5.2 cm. Usg abdomen also done which confirms liver hydatid cyst. Echinococcus antigen was negative.Patient was started on tabet albendazole 400 mg twice daily and advised to follow up afer 3 months. Patient came after 6 months she has taken albendazole during this time, now complains of haemoptysis, chest X-ray shows resolving of cyst, sputum afb was negative. Videobronchoscopy done which shows no actve site of bleeding, BAL fungal culture and aerobic culture shows no growth. Patient was advised to continue albendazole for 6 more months.
Results:
In between patient got pregnant and stopped albendazole on advise of local doctor. She came to us after after 1 year, repeat HRCT chest shows calcification of cyst. Patient was asymptomatic.
Conclusion: Multiple hydatid cyst involving lung and liver is managed conservatively without surgical intervention is rare entity. Surgery is the main treatment of hydatid cyst. Background and Aims: Actinomycosis is a chronic suppurative granulomatous infection caused by Actinomyces. These pathogenic species may be involved in the three classical forms of cervicofacial, thoracic and abdominal actinomycoses. However, actinomycosis involving the mediastinum is extremely rare.
Methods: A 67-year-old male was admitted due to left side chest pain. He had left-sided pleural effusion, which was identified as lymphocyte-predominant exudates. The pleural fluid adenosine deaminase (ADA) level was 17 IU/L, and there were no malignant cells in cytology. A chest CT showed a soft tissue mass in left anterior mediastinum ( Figure 1A) . Biopsy was recommended, but he did not agree and was discharged. He revisited after 8 months, and size of the mediastinal mass was slightly decreased ( Figure 1B) . After 6 months, he was readmitted due to the same symptom, but the mediastinal lesion did not show significant interval change ( Figure 1C ). Pleural fluid analysis still revealed lymphocyte predominant exudates with low ADA level, and no malignant cells were visible. A PET-CT showed increased 18 F-fluorodeoxyglucose uptake in the same lesion ( Figure 1D ). To make a confirmative diagnosis, mediastinal biopsy was done through video-assisted thoracic surgery.
The biopsy specimen showed finely branching filamentous materials which stained positive with Periodic acid-Schiff stain and surrounding neutrophilic reaction. Finally, he was diagnosed as mediastinal actionomycosis with secondary lymphocyte-predominant exudative pleural effusion. He was treated with intravenous amoxicillin/sulbactam for 7 days and discharged with a prescription of oral amoxicillin/clavulanic acid. After completing 3 months of treatment, he had no chest wall pain and no demonstrable lesion was found in the mediastinum.
Conclusion:
We report a case of mediastinal actinomycosis mimicking malignancy presented with recurrent lymphocyte-predominant exudative pleural effusion. In patients with recurrent and unexplained lymphocyte-predominant exudates, it may be worthwhile to consider finding hidden foci of actinomycosis. 
